
that there is very little mention made of them
in the literature, of late, would indicate that
they have not stood the test of time.

A sigmoidopexy exercises very little tension
on the lower rectum and therefore is not prac-
tical. A rectopexy aims to secure firmly the
posterior wall of the rectum but in no way sup-
ports the anterior and lateral walls which in
most cases are as much, if not more, involved in
the prolapse.
Excision.

There is excellent authority for the opera-
tion of amputation of the rectum, but in my
opinion it should be reserved for cases which
cannot be relieved in any other manner. There
are occasionally very extensive prolapses in
which this procedure must be seriously con-

sidered. Miles recommends excision "where
the apex of the procidentia corresponds to the
recto-sigmoidal juncture." In other words, in
a case of this kind the external wall of the pro-
lapse would include the whole of the rectum,
while the inner wall of the same prolapse would
represent the invaginated sigmoid. Such cases,
however, are rare and anything less than com-

plete excision would not be apt to effect a per-
manent cure. While the operation of excision
in prolapse of the rectum, for some reason or

other, has a very low mortality in contradis-
tinction to that which accompanies excision for
cancer of the rectum, I feel very strongly that
it should never be employed in the ordinary
run of cases, as the operation is more or less
mutilating to the lower musculature of 'the
rectum ; the levator ani must be divided ; the
internal sphincter is sacrificed, though the ex-

ternal may be saved, and it is impossible to at-
tach them to the amputated gut in such a

manner that they will ever function normally
again.

One very unfortunate case that came under
my observation, two or three years ago, was

very largely attributable to an excision when
some other method would have been preferable.
The patient made a good recovery from the op-
eration, but a very tight stricture near the
anus ensued. Dilatation proving unsuccessful,
a colostomy had to be performed to cure the
stricture. When the stricture had been cured
and the colostomy closed, a prolapse of even

greater extent followed within two or three
months. The next attempt to relieve the pro-
lapse was an abdominal operation with closure
of the cul-de-sac of Douglas. Within a few
months the prolapse recurred, and when I first
saw the patient there was a protrusion of about
three inches, with absolutely no fecal control.
The prolapsed gut was out at all times except
when the patient was lying on his back, and
he was absolutely incapacitated. After two or

three plastic operations under local anesthesia,
I succeeded in so improving his condition that
he was able to resume his occupation as a tailor.

At defecation there still remained a protru-
sion of an inch or more, but it was spontane-
ously reduced and did not recur when he was

walking about. He had absolute incontinence,
however, and naturally was much inconven-
ienced on that score.
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PITUITRIN IN THE THIRD STAGE OF
LABOR

By Roy J. Heffernan, M.D., Boston.

The advent of anaesthesia, of asepsis and
antisepsis and the development of new and
improved methods of procedure and tech-
nique have placed obstetrics, together with the
other branches of surgery, on a firm scientific
basis.

The march of progress has been an exceed-
ingly gratifying and commendable) one, but
the time has not yet come when our profession
may rest on its laurels and consider sufficient
its work in safeguarding women from the ac-

cidents of childbirth.
For the distressing fact remains that our

very incomplete statistics show that more than
ten thousand women die in childbirth annually
in the United States.

De Lee1 states that more women die from ac-

cidents of the third stage of labor than during
the other two combined.

The purpose of this paper, therefore, is to

bring to the attention of physicians the ad-
vantages of pituitrin as a preventive of the
dangers that occur in the third stage of labor.

The author advances no claims to priority
in the use of pituitrin in the manner to be de-
scribed. The drug for some time has been
proving its value, in the third stage of labor,
to many obstetricians.

The action of the extract of the posterior
lobe of the hypophysis cerebri in stimulating
uterine ''! contractions!, needs no ¡description
here. Even the laity knows that "the needle"
will incite stronger and more frequent paias
and will usually shorten and facilitate labor.

The administration of pituitrin before the
birth of a child, however, is always to be cau-

tiously advised. The many contraindications

 The Boston Medical and Surgical Journal as published by 
The New England Journal of Medicine. Downloaded from nejm.org at UNL on September 23, 2015. 

 For personal use only. No other uses without permission. From the NEJM Archive. Copyright © 2010 Massachusetts Medical Society.



to, and accidents following its use have been
described by various authors. Kosmakf has
warned against the careless use of pituitrin
during the first and second stage of labor and
has observed bad effects varying from lacera-
tion of the cervix and perineum to complete
rupture of the uterus. Asphyxiation of the
foetus through impairment of the circulation,
is also occasionally seen.

There are, however, no contraindications
to the employment of pituitrin in a one-half
to one c.c. dose, given hypodermically, imme-
diately after the birth of the child.

Tetanus and strictura uteri, the phenomena
which preclude the use of ergot before the
delivery of the placenta, apparently do not
follow the injection of pituitrin in the doses
given above.

On the contrary, we have in the latter drug
an oxytocic which stimulates the uterus to
contract strongly and at regular, frequent in-
tervals, aiding the complete detachment of the
placenta and favoring its expulsion with the
membranes, in toto. Moreover, the firm con-

traction and retraction of the uterine muscu-
lature effectively occludes the uterine sinuses,
which 'are simply blood spaced betwteen the
muscle bundles, lined with a single layer of
endothelium.

It is reasonable to assume that the routine
administration of pituitrin at the beginning
of the third stage of labor, if it were more

generally practiced, would considerably dimin-
ish the number of lives lost each year in the
United States from post-partem hemorrhage,
at present estimated to be over twelve
hundred.

Moreover, a conduction of the third stage
which would tend to prevent the breaking off
and retention of pieces of placenta and mem-

branes with their unpleasant sequelae : hem-
orrhage, sepsis, subinvolution and endometri-
tis, would certainly do much to lower our

puerperal morbidity.
Prior to the introduction of pituitrin into

obstetrical practice by Blair Bell in 1900,
the maneuver of Credé, massage of the fundus
and manual removal of the placenta, were the
procedures of choice when the uterus seemed
unequal to its task during the third stage.

The former two are easy of application but
are so strenuously employed in some cases as
to be more productive of harm than good.

Gibson3 deprecates the widespread use of
vigorous Credé expressions and feels con-
vinced that massage of the uterus is occasion-
ally responsible for a disturbance in the
mechanism of separation, and is of the opinion
that at the present time, one sees rather too
much massage and uterine manipulation, than
too little.

The accompanying table is published through
the courtesy of Dr. Ryder of the Sloane Hos-
pital for Women, New York City, where the
cases were observed. One c.c. of obstetrical
pituitrin was administered hypodermically to
one hundred patients immediately after1 the
delivery of the baby. The fundus was held
very gently and no massage or attempt to
Credé was made until twenty minutes had
elapsed.

In all cases strong contractions of the uterus,
recurring at regular intervals, began from two
to six minutes after the injection. Subjec-
tively, the patients were not disturbed very
much by the contractions, far less so, in fact,
than if active massage and Credé expressions
were practiced.

5 »fi
* »E »SBBIB g£B

-

Delivery

Placental delivery

Normal vertex ..86 88
Forceps . 8 8
Breech. 5 4
Twins. 1 0

Spontaneously .. 25 0
Credé (slight) ..75 93
Credé (strong) ..0 5
Manual curettage 0 2

Average length of third stage .-. ia2min. 17.5 min.
Average blood loss, third stage .. 5.9 ozs. S.2 ozs.
Ergot necessary after third stage 20 45

One patient in four expelled her placenta
spontaneously in less than twenty minutes.
Seventy-five required a slight Credé to push
out the detached placenta. A comparison with
the one hundred cases which did not receive
pituitrin at the beginning of the third stage
shows that in no instance was the placenta de-
livered without help, slight Credé having
been required in ninety-three, strong Credé in
five and manual curettage in two cases.

It is unquestionably a fact that pituitrin
shortens the third stage of labor, although the
table would seem to show the opposite to be
true. This is explained by the fact that the
full twenty-minute period ¡was peoniftted to
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elapse in the pituitrin cases before any at-
tempt was made to express the placenta, and
the average is below twenty minutes because
twenty-five patients delivered their placenta
spontaneously. In the non-pituitrin cases,
however, the attendants were not charged to
wait twenty minutes and attempts to express
the placenta were made earlier.

The average blood loss during the third
stage is definitely less in cases which received
pituitrin, as would be expected.

It has been claimed that the use: of pituitrin
during labor predisposes the uterus to later
relaxation and hemorrhage. This is probably
true when the drug is administered in the
first or second stage, in too large or too oft
repeated dosage, so that over stimulation of the
uterus with subsequent depression results.

.

This does not follow its use during the third
stage, however. On the contrary, as the table
shows, it was considered advisable to give
ergot after the third stage to only twenty per
cent, of the patients who received pituitrin,
whereas in forty-five per cent, of the control
cases it was thought necessary.

The series is a small one, to be sure, but
it seems to show the use of pituitrin at the be-
ginning of the third stage of labor is free from
harmful effects and aids the natural forces in
successfully completing the labor.

Cases of adherent placenta are occasion-
ally seen in which two and even three doses
of pituitrin are required to effect separation.

The author attended such a case which re-

quired an additional dose administered two
hours after the first one, and another case in
which the placenta could be delivered only
after three one c.c. doses had been given at

hourly intervals. For a certainty, in these
two eases, and probably in many more, with-
out pituitrin, manual removal of the placenta,
with its attendant danger of infection and
perforation, would have been indioiated and
practiced.

Rarely one sees a case of adherent placenta
which will not respond to pituitrin and Credé
expression. A history of a previous endometri-
tis, or a cause for placentitis, such as nephri-
tis, toxemia, heart disease, syphilis, etc., will
usually be obtainable, and the placenta will
have become firmly affixed to the uterine wall
through the formation of fibrous tissue.

Although pituitrin will usually fail to de-

tach the placenta in these cases, it does no
harm and is surely worthy of a full trial be-
fore the adoption of more radical and neces-

sarily, more dangerous, procedures. More-
over, as a partial separation of the placenta
may occur, exposing the large utero-placental
sinuses and rendering post-partem hemorrhage
imminent, a firmly contracted uterus is
desirable.

The author gave three one c.c. doses of
pituitrin at two hourly intervals to an enor-

mously stout woman, forty-two years of age,
after the delivery of an eight months, macer-

ated, aneneephalic monster. Credé maneuver,
first gentle, then strong, was attempted but
without effect. Twenty-four hours later, a
manual extraction of the placenta was per-
formed, with considerable difficulty, not be-
cause of any spastic condition of the uterus,
which was moderately relaxed, but because of
the firm adhesions between the placenta and
uterus. The former contained a large num-
ber of infacts. There was no abnormal bleed-
ing at any time. It is in cases of this type
that pituitrin will usually prove ineffectual in

causing placental detachment; but its use ob-
viates the danger of hemorrhage until the
placenta can be removed by other methods.

conclusions.

The data presented would seem to justify the
following conclusions:

Pituitrin administered at the beginning of
the third stage of labor is effective in aiding
a prompt and complete detachment and expul-
sion of the placenta and membranes.

Tetanus uteri with incarceration of the pla-
'centa does not occur from the careful use of
pituitrin in the third stage of labor.

Pituitrin tends to prevent relaxation of the
uterus and post-partem hemonrhage during and
after the third stage of labor.

Manual removal of an adherent placenta
should not be attempted until at least three
doses of pituitrin have failed to produce
detachment.
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